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Executive Summary
The increase in racially and ethnically diverse populations has driven the growth of
cities and suburbs in the United States at the end of the twentieth century. This dynam-
ic has intensified the concerns of health professionals about the sizable and persistent
disparities in the health of these diverse populations compared to non-Hispanic whites,
and about the capacity of local social and health institutions to address the needs of all
of their residents. These population trends also raise questions about the extent to which
the nation’s major cities and their suburbs share common challenges as they strive to
reduce health disparities. 
This report profiles the 2000 status of and changes since 1990 in rates of health and
health-related measures for racially and culturally diverse populations living in the
nation’s 100 largest cities and their suburbs. Data were drawn from the U.S. Census
Bureau and Centers for Disease Control and Prevention (CDC) to identify patterns in
race/ethnicity, foreign-born status, language use, poverty, income, low birth weight, teen
births, prenatal care, and tuberculosis.
Report Highlights 
For the measures examined, we found varying degrees of progress among the four major
racial/ethnic groups. The most consistent and, in many cases, strongest improvements
occurred among non-Hispanic black residents in cities and suburbs. Hispanics experi-
enced more modest and, on some indicators, negligible progress. Changes among Asian
populations generally tracked with those for non-Hispanic whites who, overall, made
modest improvements during the 1990s. One notable exception was low birth weight:
rates of increase for both city and suburban whites were the largest among all four
racial/ethnic groups. 
Despite the progress made among blacks, Hispanics, and Asians, significant racial and
ethnic disparities with whites persist for most measures we examined. Finally, the analy-
sis confirms that although suburban rates on social and health indicators tend to be bet-
ter than city rates overall and within each racial/ethnic group, on several indicators their
differences are narrowing. 
Key Findings
Populations by Race/Ethnicity 
The growth in racial and ethnic diversity during the 1990s extended into cities and
suburbs in all regions of the country. On average, non-Hispanic whites are now bare-
ly a majority of the total population in the 100 largest cities (51%) and make up less than
three-quarters (74%) of suburban populations. The largest increases in Hispanic popu-
lations occurred in the Midwest, where cities saw a 95 percent increase and their sub-
urbs a 52 percent increase in the portion of population that is Hispanic. Hispanics are
the leading minority group in the suburbs, on average, whereas blacks are the leading
minority group in the cities. 
Foreign-Born Populations
Both cities and suburbs are witnessing expansive growth in foreign-born residents.
The nation’s 100 largest cities and suburbs experienced identical increases—nearly 41
percent between 1990 and 2000—in the proportion of population that is foreign-born.
More than 13 percent of city populations and nearly 10 percent of suburban populations,
1
2on average, are foreign-born. In the West, more than one in five city residents and near-
ly one in six suburban residents is foreign-born. Growth was strongest in cities and sub-
urbs of the Midwest (74% and 55%) and South (48% for both cities and suburbs). 
Language Spoken at Home
The population age five and older that speaks a language other than English at
home has grown to represent substantial portions of city and suburban residents.
Both cities and their suburbs saw similar increases in their rates of non-English speak-
ers (29% and 28% respectively) between 1990 and 2000. More than one-fifth of city res-
idents (22%) and almost one-sixth of suburban residents (16%), on average, speak a lan-
guage other than English at home. 
Poverty 
Improvements during the 1990s in reducing relatively high rates of poverty among
racially and ethnically diverse populations in the nation’s largest cities and suburbs
were mixed, and substantial gaps remain between whites and other racial/ethnic
groups. By far, urban and suburban blacks and Hispanics continue to have the highest
poverty rates, with urban and suburban rates more than twice the respective white rates.
However, while blacks experienced strong declines in poverty in both cities and suburbs
(13% and 20% respectively), the decline in poverty rates for city and suburban
Hispanics was minimal (2% and 1%). Whites, who consistently have the lowest pover-
ty rates, saw no change in city rates and a modest decline in the suburbs.
Per Capita Income 
Blacks, Hispanics, and Asians continue to trail whites in urban and suburban per
capita income by substantial margins, but over the 1990s, urban and suburban
black and Asian residents experienced dramatic increases in per capita income,
while urban Hispanics saw a drop in per capita income and negligible gains in the
suburbs. The 20 percent average increase in per capita income for city blacks and the
23 percent increase for suburban blacks meant that, by 1999, black per capita income
exceeded Hispanic averages for both cities and suburbs, on average. Nonetheless, per
capita income for city blacks is 55 percent of city whites’; for city Hispanics, average
per capita income is just under half that of whites. 
Low Birth Weight 
Low birth weight (LBW) rates rose faster in the suburbs than in the cities between
1990 and 2000, with non-Hispanic white and Asian mothers having the largest per-
cent increases and non-Hispanic blacks showing the best improvement. Suburban
white mothers experienced the largest increase in low birth weight rates—17 percent—
between 1990 and 2000, on average. The LBW rate of increase for urban white mothers
was 12 percent, followed by city and suburban Asian increases (both 10%). The high
increases in rates among white mothers, combined with the comparatively lower histor-
ical rates and smaller increases among Hispanics, meant that by 2000, Hispanic LBW
rates were on par with whites in both cities and suburbs, on average. Urban black moth-
ers were the only group to experience a decrease in LBW rates (4%), while suburban
black mothers saw no change in rates. Nonetheless, their city and suburban rates remain
nearly double the rates for their white counterparts, on average. Low birth weight rates
within racial/ethnic groups generally vary little between cities and suburbs.
3Teen Births
The percent of births to teens (under age 20) dropped across all four racial/ethnic
groups between 1990 and 2000, with non-Hispanic black and non-Hispanic white
mothers showing the greatest improvements in cities, and black and Asian mothers
making the most progress in the suburbs. By 2000 the percent of births to teens had
dropped 14 percent for whites and blacks in cities, on average, and declined 13 percent
for suburban Asians. However, the percent of births to teens among city blacks (21%)
and Hispanics (17%) continues to be two to three times that for city whites (8%) and
Asians (6%). Rates are lower in the suburbs for each racial/ethnic group. Suburban
Asians have the lowest percent of births to teens at just under 4 percent—a rate that is
half that of suburban whites.
Early Prenatal Care 
The percent of mothers receiving early prenatal care (in the first trimester)
increased for all four racial/ethnic groups in both cities and suburbs between 1990
and 2000, with city and suburban non-Hispanic blacks showing the greatest
improvement. Overall urban and suburban increases in early prenatal care rates were
10 percent and 6 percent respectively, with 81 percent of city mothers and 86 percent of
suburban mothers receiving early prenatal care in 2000. The percent of city blacks get-
ting early prenatal care rose 20 percent; for suburban blacks, the increase was 15 per-
cent. By 2000, in both cities and suburbs, blacks had surpassed Hispanics in the rate of
receiving early prenatal care. Black mothers, however, still lag significantly behind
whites in the receipt of early prenatal care in both cities (74% v. 88%) and suburbs (77%
v. 90%), as do Hispanic mothers.
Tuberculosis 
Metropolitan foreign-born tuberculosis (TB) rates are on the rise even as rates for
all racial/ethnic groups declined between 1996 and 2000. The Asian TB rate
remains significantly higher than rates for all other groups. By 2000 the average for-
eign-born TB rate for the metropolitan areas of the 100 largest cities was 26 per 100,000
population, compared to 6.4 per 100,000 for metropolitan areas overall. The greatest
decreases in TB rates occurred among non-Hispanic whites (36%) and non-Hispanic
blacks (20%). However, at almost 30 cases per 100,000 population in 2000, the Asian
TB rate is 15 times greater than the rate for metropolitan whites (2 per 100,000) and
more than double the rate for metropolitan blacks (14). 
Conclusions
The upturn in the economy during the latter half of the1990s, demographic shifts, and
successes in public programs may all have contributed to improvements in health and
health-related measures among diverse populations. At the same time, our results clear-
ly show inconsistencies in progress across racial/ethnic groups and highlight the glaring
disparities that remain. In more difficult economic times, communities striving to main-
tain or improve upon modest progress in reducing disparities may benefit from the expe-
riences of more successful communities. Cities and suburbs that increasingly share com-
mon challenges in serving a more diverse society may also find value in collaborating
on solutions that could be mutually beneficial. 
Introduction
Urban America continues to witness a marked growth in its racial and ethnic diversity,
echoing the country’s inception as an immigrant society. This expansion, historically
associated with a limited number of cities, now reaches into virtually all areas of the
country. The pluralism of cities such as Miami, New York, and Los Angeles has come
to characterize many other urban and suburban areas as well, rendering use of the term
minority confusing at best. 
As these racially and ethnically diverse populations have grown, attention to their health
has intensified. A 2002 report by the Institute of Medicine, Unequal Treatment:
Confronting Racial and Ethnic Disparities in Health Care, documented entrenched
health disparities.1 During the 1990s many federal, state, and local governments under-
took initiatives to reach these frequently underserved populations. At the same time,
demographic changes affected new areas that needed to adjust their health care priori-
ties. 
This second in a series of reports on the social and health improvements and challenges
of the nation’s 100 largest cities and their suburbs uses U.S. Census Bureau and Centers
for Disease Control and Prevention data to profile the status and changes in key indica-
tors of health and well being by race/ethnicity. Specifically, it documents urban and sub-
urban population concentrations and shifts; poverty and income; maternal/infant health
(low birth weight, births to teens, early prenatal care); and trends in a key public health
concern, tuberculosis (for the overall metropolitan areas). The presentation of informa-
tion emphasizes racial/ethnic health and health-related status and changes by comparing
them along three major dimensions: between cities and suburbs; at a recent point in time
(1999 or 2000) and over time (since 1989 or 1990 and since 1996 for tuberculosis); and,
for the census data, by the four major regions of the U.S. 
These indicators have been longstanding areas of concern in studies of diverse popula-
tions. As such, they offer guidance on progress in reducing disparities. Maternal and
infant health measures have received great attention because they have major implica-
tions for the current and future health of communities. Measures of infectious disease
such as tuberculosis continue to represent important targets for intervention. To date,
however, no investigation has charted the growth in the diversity of the nation’s largest
urban and suburban areas as related to these key indicators of health, especially in the
context of poverty and income. 
The focus on cities and their suburbs also provides an opportunity to determine how
close or far apart these areas are on racial and ethnic disparities by these measures. At
the same time, we are limited in our review by the availability of reliable data from
national sources and, as such, cannot report on a comprehensive set of health indicators.
An additional important limitation is the inability to present more detailed racial/ethnic
data by subpopulations for cities and suburbs that take into account differences occur-
ring within each of the racial/ethnic categories we report on. Nonetheless, we believe
that documentation and discussion of the measures we have included will not only assist
national, state, and community leaders in understanding the relationship between
racial/ethnic diversity and key indicators of health, but will offer insights into national
health patterns. Our report can supplement local data in helping leaders apply or adjust
scarce public and/or private investments in hospitals, clinics, community health centers,
schools, social services, and community-based service organizations. Finally, these data
are intended to serve as benchmarks, showing both ongoing challenges and improve-
ments. Identifying communities that have made progress may help other cities and sub-
urbs as they work to coordinate resources to meet the needs of their increasingly diverse
populations. 
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Methodology
We present demographic, socioeconomic, and health indicators for the nation’s 100
largest cities and their greater metropolitan statistical areas (MSAs) excluding the city
(which we refer to as “suburbs” or “suburban areas”), as defined by the 2000 census.2
Where some of the 100 largest cities are part of the same MSA, the city data were com-
bined to create a single urban area that could be compared to its surrounding suburban
area. For example, data for Denver and Aurora, CO, were collapsed into a single
Denver/Aurora city entity. In total, the 100 largest cities make up a group of 82 city enti-
ties with distinct metropolitan areas. (See Table 1 for a list of cities, by region.)
The counties that make up a particular MSA may change after each decennial census.
To keep comparisons across years unaffected by boundary changes, the same set of
counties defining an MSA in 2000 was used in constructing all MSA-related variables
for all years. The maternal/infant health measures are the exception, as described in the
Appendix. Suburban rates represent the sum of the data from all of the counties within
an MSA less the data from the city(ies) divided by the sum of the appropriate popula-
tion data for those counties less the population data from the city(ies). For Anchorage,
the city and MSA boundaries are identical, so that only city data are reported, leading
to a total reporting on 81 suburban areas.
We report on the following demographic indicators based on U.S. Census Bureau data:
race/ethnicity, foreign-born status, language spoken at home, poverty, and per capita
income for cities and suburbs overall and by region of the country. Poverty and per capi-
ta income statistics are also presented for cities and suburbs by race/ethnicity. We also
include three maternal/infant health indicators for cities and suburbs overall and by
race/ethnicity, based on data from the CDC’s National Center for Health Statistics.
Tuberculosis data are presented for the metropolitan areas of the 100 largest cities by
race/ethnicity and foreign-born status since these data were not available for cities from
the CDC. 
The major categories used for race/ethnicity are non-Hispanic white, non-Hispanic
black, Hispanic, and Asian. There are variations in these categories, however. For the
population data, Hispanics are also excluded from the Asian race category. For poverty
and per capita income, the categories are white, black, Hispanic, and Asian. 
All of the average rates presented for cities and suburbs are the unweighted means of
individual city or suburban (or metropolitan) rates. The percent changes reported refer
to the percent change in the average rate for a set of cities or suburbs, rather than an aver-
age of each cities’ or suburbs’ percent change.
The Appendix provides definitions of each of the demographic and health indicators and
further explanation about the race/ethnicity categories used for poverty and per capita
income. 
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Dynamics in Race and Culture 
We present data in this section for the year 2000 and for percent changes between 1990
and 2000.
Populations by Race/Ethnicity 
. Non-Hispanic whites are barely a majority of city populations (51%),
with all four regions experiencing significant declines in this group’s pro-
portion of city and suburban population. Less than three-quarters (74%)
of suburban populations are non-Hispanic white.
. Cities in the Midwest witnessed a 95 percent increase in the proportion
of the population that is Hispanic, and their suburbs saw a 52 percent
increase between 1990 and 2000. Overall, Hispanics are the leading
minority group in the suburbs. 
The nation as a whole grew 13 percent, to more than 281 million people between 1990
and 2000. During this period the nation became more racially and ethnically diverse.
Non-Hispanic whites make up 69 percent of the U.S. population, down from just over
75 percent in 1990. Hispanics make up 12.5 percent of the population, up from 9 per-
cent in 1990, and Asians constitute nearly 4 percent, compared to just under 3 percent
in 1990. Non-Hispanic blacks, as a traditional minority group rather than a burgeoning
immigrant group, saw a slight increase in population nationally to 12.1 percent from
11.7 percent. 
The growing racial/ethnic diversity of the U.S. is even more dramatic in the nation’s 100
largest cities and suburbs. While cities continue to lead their suburbs in population diver-
sity, suburbs are catching up. Whites make up, on average, barely half the population of
these largest cities, and less than three-quarters of their suburban populations, down from
almost 60 percent and 80 percent, respectively, in 1990. The Brookings Institution’s
analysis of the 102 largest metropolitan areas found that minorities are responsible for the
bulk of suburban population gains in most of these
metropolitan areas.3
The Census Bureau recently reported that as of July,
2001, the number of Hispanics in the U.S. has sur-
passed the number of blacks.4 On average, blacks
remain the leading minority group in cities, but
Hispanics are the leading minority group in the sub-
urbs. Blacks make up one-quarter of the population,
on average, in cities, but only 8 percent in the suburbs,
with somewhat similar growth rates over the last
decade (7% in cities and 10% in the suburbs). One of
six city residents is Hispanic, and that population grew
the most of any racial/ethnic group since 1990 (37%).
Asians had the largest increase in suburban popula-
tions, with their proportion increasing 41 percent, on
average, between 1990 and 2000. (See Chart 1.) 
Regional trends in U.S. cities and suburbs. The
racial/ethnic composition of the 100 largest cities and
their suburbs varies significantly by region. In the
Northeast and South, non-Hispanic whites make up
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less than half of city populations, on average, while non-Hispanic blacks make up more
than one-third. In the West, the proportion of city population that is black is only about
8 percent, on average, a drop of nearly 4 percent from 1990 to 2000. (See Table 2).
Suburbs in the Midwest and West have the smallest proportions of population that are
black (4%). Yet in the West the ratio of the percentage of city to suburban blacks is two
to one. In the Midwest, that ratio is seven to one, highlighting the extreme racial sepa-
ration between cities and suburbs in the metropolitan areas of the Midwest. The city to
suburban black population ratio in the South is about three to one and in the Northeast,
five to one. 
Cities and suburbs in the West have the largest proportion of Hispanic (24% and 22%
respectively) and non-Hispanic Asian residents (13% and 10%). In the other regions,
non-Hispanic Asians make up three percent or less of suburban populations. The cities
and suburbs of the Midwest experienced the largest percent increases between 1990 and
2000 in the proportions of their population that are Hispanic (95% and 52% respective-
ly) and Asian (61% and 74%). 
City and suburban highlights. Among the nation’s 100 largest cities, Spokane, WA,
has the greatest proportion of non-Hispanic whites (89%) and Miami/Hialeah has the
smallest (11%). The largest 1990 to 2000 drop in the percentage of population that is
white occurred in Detroit (47%). Only Washington, D.C., and Atlanta saw increases in
the proportion of their white populations. The suburban area with the largest proportion
of population that is white is Lincoln, NE (97%), and the area with the smallest propor-
tion is El Paso, TX (11%).5
The city of Detroit has the highest percentage of population that is non-Hispanic black
(82%), and Santa Ana/Anaheim, CA, the lowest (2%). Between 1990 and 2000,
Honolulu experienced the largest increase in the portion of population that is black
(125%), and 25 cities had a decrease in their black population rate, with San Francisco
experiencing the largest (26%). Norfolk/ Virginia Beach/Chesapeake, VA, has the largest
black suburban population rate (35%).
El Paso has the largest Hispanic population rate (77%) and Akron, OH, the smallest
(1%). All three North Carolina cities included in the 100 largest had increases in the per-
cent of population that is Hispanic that were greater than 450 percent, Raleigh’s increase
being the greatest (493%). Only New Orleans had a decrease in its Hispanic population
rate (4%). Greensboro, Charlotte, and Raleigh, NC, also had the top three suburban
increases in the proportion of population that is Hispanic (588%, 451%, and 376%
respectively). 
The city with the largest non-Hispanic Asian population rate is Honolulu (64%), fol-
lowed by San Francisco (32%), and San Jose (27%). Their suburban areas also have the
highest Asian rates. From 1990 to 2000, the city of Atlanta experienced the greatest
increase in the portion of population that is Asian (142%). 
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Foreign-Born Populations
. The nation’s 100 largest cities and suburbs experienced identical increas-
es—nearly 41 percent between 1990 and 2000—in the proportion of pop-
ulation that is foreign-born. More than 13 percent of city populations and
nearly 10 percent of suburban populations, on average, are foreign-born. 
. While the West and Northeast have the highest rates of foreign-born pop-
ulations, growth was strongest in cities and suburbs of the Midwest (74%
and 55%) and South (48% for both cities and suburbs). 
Immigration is a major force behind the nation’s over-
all population growth. The nation’s 13 percent popula-
tion growth was fueled by the nearly 41 percent growth
in the rate of the nation’s foreign-born population,
from 8 percent in 1990 to 11 percent in 2000. The rate
of foreign-born growth was identical in the cities and
suburbs, also nearly 41%. This increase was four times
the average city rate of population growth and double
the suburban rate. On average, the percent of the for-
eign-born population in the 100 largest cities is about
13 percent, and just over 9 percent in their suburbs.
(See Chart 2.)
Regional trends in U.S. cities and suburbs. In the
West, more than one of five city residents, on average,
is foreign-born, as are nearly 16 percent of suburban
residents, the highest averages of any region. Cities and
suburbs in the Northeast have the second largest per-
centage of the population that is foreign-born, but both
experienced the smallest regional growth in immigrant
populations, on average. Cities and suburbs in the
Midwest still have the lowest percentages of popula-
tion that are foreign-born, but they had the highest
average increase in foreign-born population rates (74%
and 55%) over the 1990s. Immigrants make up more
than 7 percent of the population of the largest cities in
the Midwest, up from just over 4 percent in 1990. (See
Chart 3 and Table 2).
City and suburban highlights. Miami/Hialeah, a
Hispanic-majority area, has the highest city and subur-
ban foreign-born population rates (63% and 46%
respectively). Ten of the top twenty cities and suburbs
with the highest foreign-born population rates are
located in California. Chicago is the only city in the
Midwest in that top-twenty list, with a city rate of 22
percent and a suburban rate of 15 percent. 
While the highest foreign-born population rates are
concentrated in California, Texas, and northeastern
metropolitan areas, the greatest rates of growth from
1990 to 2000 occurred in the South and Midwest, with
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all top 20 cities and top 12 suburbs experiencing triple-digit increases. Augusta, GA,
experienced the largest foreign-born growth rate—766 percent—from 0.4 percent to 3.4
percent. Greensboro, NC, Memphis, Charlotte, and Nashville also had some of the high-
est rate increases in the South. Their suburbs (with the exception of those of Memphis)
were in the top 20 for foreign-born population growth as well. The cities of Grand
Rapids, MI, and Des Moines, IA, had the highest rates of increase in immigrant popula-
tion growth of cities in the Midwest (167% and 151% respectively). Foreign-born resi-
dents make up nearly 11 percent of the population of Grand Rapids and 8 percent of Des
Moines’ population. (See Table 6.)
Language Spoken at Home
. More than one of five city residents and nearly one-sixth of suburban res-
idents now speaks a language other than English at home.
. On average, nearly one-third of city residents and more than one-quarter
of suburban residents in the West now speak a language other than
English at home. Cities and suburbs in the Midwest accounted for the
greatest growth in the diversity of language spoken at home during the
1990s (48% and 35% respectively). 
As the foreign-born population rises, so does the number of people whose native lan-
guage is not English. The increase in language diversity and lack of familiarity with
English has implications for health, education, and social services agencies, particular-
ly in the urban and suburban areas that have seen dramatic growth in non-native English
speakers in the 1990s. 
The U.S. Census survey asks a sample of residents age five and older about the language
they speak at home. The percent of the population that speaks a language other than
English at home is higher than the percent of foreign-born, most likely because immi-
grants’ children, who are automatically designated citizens, may speak their parents’
native language at home. 
Nationally the percent of the population age five and older
that speaks any language other than English at home rose
nearly 30 percent between 1990 and 2000, from just under
14 percent to almost 18 percent. The percent of the popula-
tion that speaks Spanish at home rose even faster—43 per-
cent—to nearly 11 percent of the U.S. population. The cen-
sus also surveys how well these individuals speak English.
In 1990, 6 percent of the U.S. population five and over had
a limited ability to speak English (“not very well” or “not
at all”). This rate grew to 8 percent by 2000. 
As is the case with the foreign-born statistics, cities have a
larger portion of residents who speak a language other than
English at home than do their suburbs, on average. More
than one of five residents of the 100 largest cities speak a
language other than English at home. The same is true for
about one of six suburban residents. Both cities and their
suburbs, however, saw similar increases in their rates of
non-English speakers (29% and 28% respectively).
Increases in the percent of the population speaking Spanish
at home were even greater (37% for cities and 33% for sub-
urbs). (See Chart 4 and Table 3.)
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Regional trends in U.S. cities and suburbs. Following the
foreign-born population trends, cities and suburbs in the
West and Northeast had the highest portion of population
speaking a language other than English at home in both
1990 and 2000, while cities and suburbs in the Midwest
had the lowest rates, on average, but witnessed the largest
growth over that period (48% and 35% respectively). (See
Chart 5.)
Nearly one-third of city residents and more than one-quar-
ter of suburban residents in the West now speak a language
other than English at home, as do nearly one of three city
residents and one of five suburban residents in the
Northeast. In the South, the percent of population speak-
ing a language other than English at home grew by more
than one-quarter for both cities and suburbs during the
1990s. Nearly one of five city residents and more than one
of seven suburban residents in the South, on average, now
speak a language other than English at home. 
City and suburban highlights. Miami/Hialeah leads the nation’s 100 largest cities with
the highest percent of its population age five and over that speaks a language other than
English at home (82%); its suburbs rank second highest, after El Paso’s. Thirty-seven per-
cent of Miami/Hialeah’s city population reports not speaking English well or at all.6 The
rest of the city and suburban leaders are concentrated primarily in California and Texas.
More than two-thirds (67%) of the Santa Ana/Anaheim, CA, population speak a language
other than English at home, with one-quarter of its population not speaking English well
or at all. The only city or suburban area from the Midwest in the top 20 is Chicago, with
more than one-third (36%) of city residents and more than one-fifth (22%) of suburban
residents speaking a language other than English at home. (See Table 6.)
Poverty and Per Capita Income
We present data in this section for the year 1989 and for percent changes between 1989
and 1999.
Poverty Rates
. Blacks experienced strong decreases in city (13%) and suburban (20%)
poverty rates between 1989 and 1999, although they continue to have the
highest rates of the four major racial/ethnic groups.
. Urban whites were the only group not to show a decrease in poverty rates
between 1989 and 1999, while urban Hispanics showed only a modest
decrease (2%). Hispanics showed the smallest decrease in suburban
poverty rates—less than one percent—of the four racial/ethnic groups. 
Poverty is associated with nearly all of society’s most troubling conditions. From sub-
standard housing and homelessness to disease, disability, and poor childbirth outcomes,
from lack of education and low skill levels to violent crime—all are highly associated
with poverty, which for a family of three in 1999 is $13,290. Poverty rates provide a
general reading of a community’s socioeconomic distress and well-being. 
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Based on Census Bureau data, the national poverty rate
decreased by just over 5 percent between 1989 and 1999,
to slightly more than 12 percent of the population.7 The
average poverty rate of the 100 largest cities also
decreased during those ten years, but more modestly
(3%), to just above 17 percent. The suburbs, with an aver-
age poverty rate just over half the city average, experi-
enced a much greater decline in poverty rates over the
same period (8%). (See Chart 6.)
Regional trends in U.S. cities and suburbs. Although
poverty rates generally declined during the 1990s, this was
not the case for cities and suburbs in the Northeast and West,
where the percent of the population living in poverty rose,
on average, between about 2 percent and 8 percent. Six of
the top 10 increases in city poverty rates were in California.
City and suburban rates declined considerably in the
Midwest (9% and 10% respectively) and South (6% and
15%) between 1989 and 1999, on average. (See Table 3.)
Suburbs in the South and West have the highest regional
suburban poverty rates—11 percent on average. Of the
top 10 highest suburban poverty rates, half are located in
the South and half in the West. The average poverty rate
for suburbs in the Midwest—just under 6 percent—is
considerably lower than the average for the other regions. 
City and suburban highlights. Only three cities have
poverty rates under 10 percent: Anchorage (7%),
Colorado Springs (9%), and San Jose (9%). The city with
the highest poverty rate is Newark, NJ (28%). El Paso has
the highest 1999 suburban poverty rate (32%). Newark
also experienced one of the largest suburban increases in
poverty rates during the 1990s (17%). (See Table 7.)
Trends by race/ethnicity. The U.S. Census Bureau
reported that nationally, blacks reached a new all-time
low poverty rate in 2000 (22%).8 Blacks and Hispanics,
however, continue to have the highest poverty rates in the
U.S., as well as in the 100 largest cities and their suburbs.
Yet blacks experienced a much more dramatic decline in
poverty in both cities (13%) and suburbs (20%) from 1989 to 1999 than did Hispanics
(2% and 1% respectively). (See Chart 7 and Table 4.)
The decline in black poverty rates was concentrated in the South and Midwest, notably
in a number of cities with a large percentage of black residents. Nine of the top 20 cities
with at least a 20 percent drop in black poverty rates are cities in which blacks make up
at least one-quarter of the population. Detroit, with 82 percent of its population black,
stands out as having one of the top 10 decreases in poverty rates (25%) between 1989
and 1999. While this progress is significant, several of these cities with sizable black
populations still have some of the highest urban black poverty rates in the country,
including Shreveport (36%), Baton Rouge (34%), and Milwaukee (33%).
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In contrast to the overall Hispanic poverty trends, three cities in Texas—Austin,
Lubbock, and San Antonio—with more than one-fifth of their city and suburban popu-
lations Hispanic, experienced more than a 20 percent decrease in city and suburban
Hispanic poverty rates during the 1990s.
Asian populations had the largest city decrease in poverty rates (20%), on average, to
reach a rate of about 19 percent by 1999, while suburban area rates declined 13 percent,
to a rate of nearly 10 percent. White city populations were the only group, on average,
not to experience a decrease in poverty, while the suburban white poverty rate declined
8.4 percent. 
Per Capita Income
. City and suburban blacks experienced such dramatic increases in per
capita income during the 1990s that their per capita income now exceeds
that of Hispanics in both cities and suburbs. 
. Urban Hispanics were the only racial/ethnic group to have an average
decrease in per capita income between 1989 and 1999.
Per capita income provides a measure of economic well-being, but unlike poverty rates,
it takes into account the full spectrum of individual income levels. Nationally per capi-
ta income increased 11 percent between 1989 and 1999 to $21,587.9 Suburban areas
achieved a greater increase in per capita income, on average, than did the cities (13% v.
10%) and continue to have higher overall levels. (See Chart 8.)
Regional trends in U.S. cities and suburbs. Per capi-
ta income increased in all regions between 1989 and
1999. As with poverty, the greatest improvement over
this period occurred in the South and the Midwest—
each with average city increases of about 12 percent
and suburban increases of 15 to 17 percent respective-
ly. Six of the 10 largest increases in both city and sub-
urban per capita income were in the South and
Midwest. The West has the highest city per capita
income ($21,602) and the Northeast has, on average,
the lowest ($18,011). Yet suburban per capita income is
highest in the Northeast ($26,250). The South has the
lowest suburban per capita income ($21,323) on aver-
age. (See Table 3.)
City and suburban highlights. San Francisco has the
highest city ($34,556) and second highest suburban per
capita income ($38,355), after San Jose ($39,759), and
sustained the largest percent increase in city per capita
income from 1989 to 1999 (31%). In examining subur-
ban to city per capita income ratios, we found that Newark has the largest income gap,
with a ratio of 2.4. The city of Newark has the lowest per capita income ($13,009), while
its suburbs have the fourth highest per capita income ($30,833). Other metropolitan
areas with large suburban to city per capita income ratios include Detroit (1.8),
Milwaukee and Cleveland (both 1.7) in the Midwest, and Baltimore, New York City, and
Philadelphia in the Northeast (each 1.6). 
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El Paso showed the lowest suburban to city per capita
income ratio of 0.6. It is also one of the poorest metro-
politan areas in the nation with the fourth lowest city
per capita income and the lowest suburban per capita
income ($8,644). Nineteen additional cities exceed
their suburbs’ per capita income and all are located in
the South or the West. (See Table 8.)
Trends by race/ethnicity. Similar to the patterns found
with poverty rates, blacks and Hispanics have the low-
est per capita income for both cities and suburbs, but
blacks saw a dramatic increase in per capita income
from 1989 to 1999, while income growth was flat or
modest among Hispanics. With black per capita income
increasing 20 percent in the cities and almost 23 per-
cent in the suburbs, on average, black per capita income
exceeds Hispanic per capita income in both cities
($14,197 v. $12,587) and suburbs ($16,853 v. $13,941).
Hispanic per capita income declined 3 percent in the
cities between 1989 and 1999 and rose modestly in the
suburbs, by nearly 4 percent on average. (See Chart 9
and Table 4.)
Asians and whites also saw strong income growth in the cities (24% and 14% respec-
tively) and suburbs (16% and 15%). Yet, while Asians experienced, on average, strong
declines in city and suburban poverty rates, whites had much less improvement in pover-
ty rates, suggesting that the white gains in per capita income during the 1990s were lim-
ited largely to higher income groups. Whites lead in per capita income in both cities and
suburbs ($25,470 and $25,005 respectively), followed by Asians ($17,605 and $21,264).
Asians, along with blacks, have the widest gaps between city and suburban per capita
income, while whites have the narrowest gap. 
Maternal/Infant Health 
We examined three measures of infant health—low birth weight, births to women under
age 20 (teen births), and whether a mother had received prenatal care in the first
trimester (early prenatal care)—for 1990 and 2000 by race/ethnicity. These measures are
important indicators of overall community health and well-being. Low birth weight has
implications primarily for infant health, whereas early motherhood and lack of prenatal
care may have health consequences for both mother and baby. 
As evidenced in national statistics for the three indicators we examined, non-Hispanic
whites and Asians have the lowest rates and non-Hispanic blacks and Hispanics the
highest rates of low birth weight and births to teens.10 Whites and Asians have the high-
est rates of receiving early prenatal care, whereas blacks and Hispanics have the lowest
rates. These patterns largely prevail for the nation’s 100 largest cities and their suburbs,
with suburban rates better than city rates overall and within each racial/ethnic group.
However, these differences are narrowing in some cases. Note that we excluded from the
averages for each racial/ethnic group those cities or suburbs that had fewer than 100
births.
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Low Birth Weight
. Suburban non-Hispanic white mothers had the largest increase in low
birth weight rates—17 percent—between 1990 and 2000. City and subur-
ban Asians also experienced a high increase in LBW rates (10%), just
behind the rate of increase for urban non-Hispanic white mothers (12%). 
. City non-Hispanic black mothers were the only group to experience a
decrease in LBW rates (4%) between 1990 and 2000, while suburban
non-Hispanic black mothers had no change in rates.
Low birth weight, defined as less than 2,500 grams or 5.5 pounds, and particularly very
low birth weight (VLBW), defined as less than 1500 grams (3.3 pounds), is associated
with several long-term disabilities, including cerebral palsy, autism, mental retardation,
vision and hearing impairments, and other disorders.11, 12 Preterm delivery (before 37
weeks) is a primary cause of low birth weight, and has been on the rise, increasing 27
percent since 1981.13 However, for about half of all cases, the cause of premature labor
is unknown; nor are the longstanding black-white disparities in preterm delivery and low
birth weight well understood. The differences are not explained completely by demo-
graphic risk factors such as maternal age, education, or income, suggesting that there
may be racial differences in maternal medical conditions and health experiences that are
unique to black women.14
Age is associated with LBW rates, with both younger (under age 20) and older (35 and
older) mothers at greater risk for a LBW outcome. While the teen birthrate has been
dropping over the last decade, the birthrate for women 35 and older, especially 40 and
over, has risen dramatically. As women increasingly delay childbearing, many turn to
assisted reproductive technology (ART). LBW rates are relatively higher for singleton
infants conceived with ART.15 ART procedures also increase the risk of multiple births,
which are associated with lower birth weights.16 Twenty-three percent of all LBW
infants are born in a twin, triplet, or higher-order delivery.17 According to the CDC,
increases in white LBW and VLBW births may be attributable, in part, to increases in
multiple births resulting from ART.18
Nationally, the LBW rate increased almost 9 percent to
7.6 percent of all births between 1990 and 2000,19 but
the rate did not change from 1998 to 2000 and stood at
7.7 percent in 2001.20 Low birth weight rates generally
increased between 1990 and 2000 across the 100
largest cities and their suburbs as well. Overall, city low
birth weight rates are 25 percent higher than suburban
rates. On average, however, city LBW rates increased at
about one-quarter the rate of the suburbs between 1990
and 2000 (4% v. 17%). In contrast to overall rates, how-
ever, there is little difference between city and suburban
rates within each racial/ethnic group. It appears to be
the higher proportion of non-Hispanic white women in
the suburbs compared to the cities, with their much
smaller LBW rates, that explains the overall lower sub-
urban LBW rates. (See Chart 10.)
Trends by race/ethnicity. Although low birth weight
rates have been increasing generally, city non-Hispanic
blacks were the only group to experience a decrease in
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LBW rates (4%) between 1990 and 2000, while suburban
black mothers beat the trend with no change in rates.
Low birth weight rates for black mothers, however, are
nearly twice the rate of whites in both cities and suburbs,
on average. The disparity between black and white LBW
rates narrowed between 1990 and 2000, but this improve-
ment was due more to the increase in white LBW rates
than to the modest improvements among blacks. (See
Chart 11 and Table 5.)
Suburban whites experienced the largest increase in low
birth weight rates—17 percent—between 1990 and 2000.
City LBW rates among whites also increased about 12
percent during this period. This dramatic increase, along
with only modest increases in city and suburban Hispanic
LBW rates (2% and 6% respectively), led to Hispanic
LBW rates that are on par with white rates in both cities
and suburbs, on average.
City and suburban Asians also experienced a high
increase in LBW rates (10%) from 1990 to 2000. Asian
LBW rates for both cities and suburbs are higher than
both white and Hispanic rates, on average. 
City and suburban highlights. Cities and suburbs in the West have the lowest low birth
weight rates, generally, and particularly among non-Hispanic blacks, who tend to have
smaller numbers of births in western metropolitan areas compared to other regions of
the country. Cities in the West saw strong improvements for black mothers between
1990 and 2000 as well. San Jose, CA, for example, has the smallest black LBW rate
(6.4%) and had the largest rate decline (43%) between 1990 and 2000. Additionally,
cities with relatively high proportions of black residents, such as New York, Toledo, and
Miami, also rank among the top 20 for lowest LBW rates. (See Table 9.)
Mobile, AL, Colorado Springs, and Tucson experienced some of the largest increases in
suburban non-Hispanic white LBW rates over the 1990s, ranging from 49 percent in
suburban Mobile to 32 percent in suburban Tucson, which led their 2000 LBW rates—
all above 8 percent—to be the highest for suburban whites. 
Births to Teens
. Among the 100 largest cities, urban non-Hispanic whites and non-
Hispanic blacks showed the largest improvements in lowering the percent
of births to teens—a 14 percent decline for both groups—between 1990
and 2000.
. At just under 4 percent, suburban Asians have the lowest percent of births
to teens, a rate that is half that of suburban non-Hispanic whites. City
non-Hispanic blacks have the highest percent of births to teens (21%).
The nation’s interest in preventing teen births stems from the well-documented evidence
of adverse consequences that generally befall teen mothers and their children. Teen
mothers face a future of limited educational and economic opportunities compared to
other teens; only one-third obtain a high school diploma and 80 percent of unmarried
teens become welfare dependent.21 Children of teen mothers are more likely to have
behavioral problems and poor academic outcomes compared to children born to older15
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mothers, and they are more likely to initiate sex at an
early age and become teen parents themselves.22
Nationally, the teen birthrate (number of births per
1000 women age 15 to 19) is at an all-time low, hav-
ing fallen 22 percent between 1991 and 2000, with
non-Hispanic whites and blacks showing the largest
declines among the four major racial/ethnic groups.23
There are a number of trends that may have con-
tributed to the declining teen birthrates in the U.S.
Most notable are indications of a smaller proportion
of teens having sex at all and a declining pregnancy
rate among sexually active teens.24, 25
Here we report the percent of all births to women
under age 20, which declined nationally by nearly 8
percent between 1990 and 2000. Among the 100
largest cities, the percent of births to teens dropped 8
percent, twice the decline for their suburbs (4%). The
city average of just over 14 percent is still 40 percent
greater than the suburban average for the percent of
births to teens. (See Chart 12.)
Trends by race/ethnicity. Among the 100 largest
cities, the percent of births to teens declined across all
four racial/ethnic groups between 1990 and 2000, with
city non-Hispanic blacks and whites showing the
largest improvements—a 14 percent decline for both
groups—on average. City Hispanics saw the smallest
declines (5%). The percent of births to teens among
blacks and Hispanics continues to be two to three times
that for whites and Asians for both cities and suburbs.
(See Chart 13 and Table 5.)
Among the suburban areas, Asians had the strongest
improvement in lowering the percent of births to teens
between 1990 and 2000 (13%). At just under 4 per-
cent, suburban Asians have a rate that is half that of
suburban whites. Suburban blacks also made
progress, reducing the percent of births to teens by 11
percent, while suburban Hispanics, on average, made
no progress from 1990 to 2000. In contrast to LBW
rates, the gaps between city and suburban rates with-
in each race/ethnicity are more pronounced, even
though within each racial/ethnic group (except
Asians), cities made stronger improvements, on average, than did their suburbs. 
City and suburban highlights. For the percent of births to teens overall, six of the ten
lowest figures are in the West, with San Francisco (5%), Seattle (6%), and Honolulu
(7%) the lowest. The South had some of the greatest declines in city rates, exemplified
by Charlotte, Greensboro, and Raleigh in NC and Louisville, which had four of the ten
largest declines in the percent of births to teens, ranging from 27 percent to 33 percent.
Five of the ten lowest suburban rates for births to teens are in the Midwest, with Lincoln,
NE, having both the lowest rate, under 3 percent, and the greatest percent decline (39%)
over the 1990s. (See Table 10.)
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New York, Raleigh, and Greensboro, which have a high number of non-Hispanic black
births, have three of the ten lowest black rates of births to teens, ranging from 12 per-
cent to 14 percent. The South generally has the lowest rates of total births to teens
among Hispanics. Miami/Hialeah, with its large Cuban population, has one of the low-
est urban Hispanic rates for births to teens (10%) and the lowest percent of suburban
Hispanic births to teens (7%). 
Early Prenatal Care
. City and suburban non-Hispanic blacks showed the largest increases in
early prenatal care rates from 1990 to 2000 (20% and 15% respectively).
However, rates for blacks still lag significantly behind rates for whites in
both cities (74% v. 88%) and suburbs (77% v. 90%). 
. By 2000, in both cities and suburbs, non-Hispanic blacks had surpassed
Hispanics in rates of receiving early prenatal care.
Prenatal care has long been established as an effective way to identify and treat mothers
at risk of adverse pregnancy conditions (e.g., hypertension and gestational diabetes) and
outcomes, such as delivering a preterm or growth-retarded infant.26 Early prenatal care—
obtained in the first trimester—is important for providing pregnant women with coun-
seling about proper nutrition and weight gain; the dangers of smoking, alcohol, and
drugs; and other factors that can affect pregnancy outcomes. National studies show that
teen mothers, mothers who are black, Hispanic, foreign-born, unmarried, or have unin-
tended pregnancies are more likely to have late or no prenatal care.27 Financial, trans-
portation, childcare, and other constraints can also be significant barriers to obtaining
prenatal care. 
The U.S. established a goal of having 90 percent of all
pregnant women seek prenatal care in the first trimester
by the year 2000.28 The nation as a whole fell short of
reaching this objective, with a rate of 83 percent in 2000,
but did make progress during the 1990s after stagnating
at a rate of 76 percent from 1980 to 1991. Among the 100
largest cities, the rate for mothers receiving early prena-
tal care jumped 10 percent between 1990 and 2000 and
increased 6 percent among their suburbs, on average.
Eighty-one percent of urban mothers and 86 percent of
suburban mothers now have early prenatal care. (See
Chart 14.)
Trends by race/ethnicity. The percent of mothers
receiving early prenatal care increased for all four
racial/ethnic groups between 1990 and 2000 in both
cities and suburbs. Non-Hispanic black mothers showed
the greatest improvement in early prenatal care rates in
both cities and suburbs (20% and 15% respectively).
Black mothers still lag significantly behind whites in the
receipt of early prenatal care, but with only modest
improvements of 5 to 6 percent among city and suburban
white mothers, on average, the black-white gap narrowed
during the 1990s. Additionally, the strong progress of
black mothers means that by 2000 their city and subur-
17
Suburbs
20001990
75.8
83.1
72.4
79.5 80.6
85.5
Percent of Live Births with Mother Receiving Early  
Prenatal Care (in the first trimester)
CitiesU.S.
Source: Tabulations based on data from Centers for Disease Control and  
Prevention, National Center for Health Statistics, 1990 and 2000.
Chart 14
0
30
60
90
ban rates of receiving early prenatal care surpassed
those for Hispanic mothers. (See Chart 15 and Table
5.)
Asian mothers have the widest difference between
city and suburban rates of early prenatal care,
although the gap has narrowed since 1990. Only
white suburban mothers reached the national goal
of 90 percent receiving early prenatal care in 2000. 
City and suburban highlights. Atlanta and
Washington, D.C., cities with two of the three low-
est early prenatal care rates in 1990, showed the
greatest improvement in rates, with increases of 38
percent and 34 percent respectively. Oakland/
Fremont has the best overall rate for early prenatal
care (90%). Akron, OH, and Milwaukee have the
best suburban rates (94%).29 (See Table 11.) 
Much of the progress in improving non-Hispanic
black prenatal care rates during the 1990s occurred
in the South. However, Oakland/ Fremont has the
highest city rate (89%) and second highest suburban
rate (87%) after Atlanta (88%) (excluding suburban Honolulu with only 277 black births
in 2000). Oakland/Fremont also has the best early prenatal care rate for urban Hispanic
mothers (88%) and the fourth highest rate for suburban Hispanic mothers, with
Miami/Hialeah having the highest suburban rate (92%). 
Tuberculosis
. The metropolitan TB rate of the foreign-born population is four times
greater than the rate in the overall metropolitan population (26 v. 6.4 per
100,000). Metropolitan area TB rates rose 6 percent among foreign-born
populations between 1996 and 2000, on average, even as rates for the
four major racial/ethnic groups declined over this period. 
. Non-Hispanic whites and blacks made the strongest improvements in
lowering their metropolitan tuberculosis rates between 1996 and 2000
(36% and 20% respectively ), while Asians still have the highest rates—
15 times that of whites. 
Tuberculosis (TB) is a highly contagious but preventable and treatable disease caused by
bacteria that generally affect the lungs. The U.S. has established public health goals to
virtually eliminate TB from the U. S. by 2010.30 Although overall TB rates declined over
the last decade, the disease remains a pernicious public health threat to individuals at risk
from HIV infection, particularly gay men and minorities. Nationally, the TB rates for
blacks, Hispanics, and Asians range from 8 to 18 times greater than those for whites.31
Foreign-born individuals represent a growing portion of all TB cases as well. In 1992
immigrants represented 27 percent of all reported cases; by 2000 the figure was 46 per-
cent, even as the total number of cases dropped 39 percent during the same period.32
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Globally, tuberculosis is the leading cause of death associated with infectious disease.
The CDC reports that during 1990, an estimated 7.5 million cases of TB occurred world-
wide, with 66 percent of these cases occurring in Southeast Asian and Western Pacific
regions.33 India, China and Indonesia had the largest number of cases. From 1986-1994,
the largest number of foreign-born persons with TB in the U.S. were from Mexico,
Philippines, and Vietnam, with persons from these countries accounting for the largest
numbers of recent immigrants to the U.S.34
The TB rate for the U.S. is 5.8 cases per
100,000 population, with overall rates signif-
icantly higher in the 100 largest cities (12.3),
on average, and somewhat lower in their sub-
urbs (3.9).35
Trends by race/ethnicity and foreign-born
status. To examine tuberculosis rates of the
100 largest cities by race/ethnicity and for-
eign-born status, we were limited to data for
their metropolitan statistical areas (MSAs).
Between 1996 and 2000, metropolitan area
TB rates declined across all four racial/ethnic
groups. Foreign-born populations, however,
experienced an increase in rates. The foreign-
born metropolitan TB rate is 26 per 100,000
population, compared to 6.4 per 100,000 for
all metropolitan areas for which data are
available. Of the top 20 cities with the highest
percent of foreign-born population, all but
five are also among the top 20 metropolitan
areas with the highest overall TB rates.36 (See
Chart 16 and Table 5.)
Non-Hispanic whites and blacks experienced the largest proportional decreases in TB
rates between 1996 and 2000 (36% and 20% respectively). Asians, with an 18 percent
decline in TB rates during the same period, continue to have the highest rates. At near-
ly 30 per 100,000 population, the Asian metropolitan area TB rate is 15 times that of
whites (2 per 100,000), and double that of blacks (14 per 100,000). Hispanics saw only
modest progress in reducing TB rates, with a 1 percent drop since 1996 to just under 10
per 100,000 population in 2000.
Metropolitan highlights. Metropolitan areas with the highest foreign-born TB rates are
located mainly in the Midwest, with its relatively small, but growing foreign-born popu-
lation, and in California, with its relatively high percent of foreign-born populations.
Columbus, OH, Wichita, KS, and Minneapolis/St. Paul have the three highest foreign-
born TB rates. Many metropolitan areas have reduced their TB cases to zero or very few
cases, particularly among their non-Hispanic white populations. For example, 11 MSAs
have rates less than 1 per 100,000 population among their white populations, with Omaha
and Honolulu reporting no cases for this population group in 2000. (See Table 12.)
The metropolitan areas of San Diego, San Francisco, Orange County (Santa
Ana/Anaheim), and Honolulu, which each had more than 100 Asian cases in 1996, saw
at least a 20 percent decline in their Asian TB rates by 2000. 
19
Total White  
Non-Hispanic
Black  
Non-Hispanic
Hispanic Asian Foreign-Born
0
10
20
30
40
Source: Tabulations based on data from Centers for Disease Control and Prevention,  
National Center for HIV, STD and TB Prevention, 1996, 2000. 
Chart 16
Metropolitan (MSA) Tuberculosis Rates per 100,000 Population 
by Race/Ethnicity and Foreign-Born Status  
8.3
6.4
3.2 2.0
17.1
13.7
9.8 9.6
36.5
29.8
24.5
26.0
MSA 2000 MSA 1996 
Summary and Conclusions 
This report reveals mixed progress in reducing urban and suburban racial and ethnic dis-
parities in income, prenatal care, infant health, and in a longstanding public health pri-
ority—tuberculosis. Marked improvements in these indicators occurred for some popu-
lations, but the persistence of significant disparities and the emergence of troubling pat-
terns—low birth weight rates among non-Hispanic whites and Asians, tuberculosis rates
among Asians and foreign-born, early prenatal care rates and per capita income among
Hispanics, to name a few—argue for vigilant efforts in these areas of concern as well as
reinforcement of the progress.
Non-Hispanic Black Populations: Significant Improvements, Continuing
Disparities 
On the positive side, non-Hispanic black residents of many cities and suburbs made sig-
nificant strides on several key indicators. Their declines in poverty and increases in per
capita income during the 1990s were among the best; their suburban rates of improve-
ment, slightly stronger than those of blacks in cities, topped all other groups. 
Urban and suburban black mothers saw progress in maternal and infant health outcomes.
Urban black mothers were the only group to experience a decline, on average, in low birth
weight rates. The city and suburban declines in the percent of births to black teens were
among the largest, and improvements in early prenatal care rates were the highest of the
four racial/ethnic groups for both cities and suburbs, refuting assumptions that improve-
ment will continually elude black mothers. In all, black mothers in cities made somewhat
greater improvements than their suburban counterparts, narrowing the gap in city-subur-
ban disparities in rates of black maternal and infant health measures. Finally, blacks had
the second greatest decline (after whites) in tuberculosis rates between 1996 and 2000
among the metropolitan areas we examined.
Minneapolis/St. Paul and Charlotte exemplify the interplay of social and health
improvements among blacks. Minneapolis/St. Paul, whose black poverty rate declined
by almost 22 percent over the last decade, also demonstrated some of the best rates of
improvement for black health indicators across the board. Its low birth weight rate
among blacks is the ninth lowest. Suburban Minneapolis/St. Paul, which also witnessed
one of the strongest declines in black poverty rates—down 38 percent—has LBW rates
that are among the best for blacks. The decline in the percent of black teen births was
also strong for suburban Minneapolis/St. Paul. 
Charlotte, with a 24 percent decline in black poverty rates, had one of the best improve-
ments and one of the best overall rates for the percent of births to black teens. It also
demonstrated one of the best improvements in black early prenatal care rates. The story
is similar for suburban Charlotte, which saw its black suburban poverty rate fall 18 per-
cent over the decade, while its early prenatal care and teen birth improvements, overall
and for black residents, were among the best for suburban areas.
Despite the impressive overall gains for black city and suburban residents, on virtually all
measures, averages for black residents are substantially worse than those for whites. Black
low birth weight rates are nearly twice the average for whites in both cities and suburbs
and are the highest of the four racial/ethnic groups. The percent of births to teens among
blacks in the cities and suburbs remains well above the averages for whites, while early
prenatal care rates, though improved, are 12 percentage points or more below the rates of
whites for cities and suburbs, on average. Finally, metropolitan tuberculosis rates for
blacks are almost seven times higher than the rates for whites.
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Hispanic Populations: Limited Progress, Notable Disparities
Hispanics, as expected, witnessed some of the greatest population growth in the largest
cities and suburbs, and continue to play a strong role in expanding the cultural diversity of
these areas, as demonstrated by the increase in the portion of city and suburban popula-
tions age five and older that speak Spanish at home. At the same time, Hispanics made
mostly modest progress on the financial and health measures we examined, with city and
suburban Hispanic rates of change generally tracking in parallel. City and suburban
Hispanic low birth weight rates are now on par with rates for non-Hispanic whites, on
average, but mainly because of Hispanics’historically lower rates, and the much larger rate
increases among city and suburban non-Hispanic whites over the last decade. Progress in
reducing the percent of births to teens was the lowest for urban Hispanics, while suburban
Hispanics made no progress at all, on average. The percent receiving early prenatal care
rose moderately; even so, Hispanics have the lowest rates of receiving early prenatal care.
Hispanics had the smallest declines in metropolitan tuberculosis rates between 1996 and
2000 of the four racial/ethnic groups, although they remain second only to whites in hav-
ing the lowest rates.
Trends in Hispanic poverty rates and per capita income are even more troubling, show-
ing that Hispanics did not keep pace with the improvements of other groups. Their aver-
age declines in city and suburban poverty rates and increases in per capita income were
minimal to non-existent. Black per capita income exceeds Hispanic averages in both
cities and suburbs by substantial margins. 
Still, some city and suburban areas were able to overcome increases in Hispanic pover-
ty rates to improve on maternal and infant health measures. For example, Santa
Ana/Anaheim, with a high proportion of Hispanics (62%) and foreign-born residents
(46%), demonstrated, along with its suburbs, some of the best improvements in Hispanic
low birth weight rates. The city and its suburbs also have some of the highest rates for
Hispanic mothers receiving early prenatal care and are among the lowest in births to
Hispanic teens. These improvements occurred despite an increase in the area’s Hispanic
urban and suburban poverty rates between 1989 and 1999 (2% and 6% respectively). 
Asian Populations: Considerable Progress, Remaining Gaps 
Asian populations generally improved on the social and health indicators we reviewed.
Although the proportions are considerably smaller, Asians demonstrated some of the
greatest rates of growth in major cities and the largest rate of increase in suburban areas.
Poverty rate declines from 1989 to 1999 were significant in both cities and suburbs, on
average, with city rates declining faster than suburban rates, while city and suburban per
capita income improved substantially and roughly in proportion. Asians have a substan-
tially lower percent of births to teens compared to those of the other racial ethnic groups
in both cities and suburbs on average. Even with the lowest suburban rates in 1990,
Asians had the largest suburban decline in the percent of births to teens. The average
percent of births to teens for Asians is less than half that of suburban whites. Their
improvements in the percent of mothers receiving early prenatal care mean that Asian
rates are approaching those of whites, particularly in the suburbs. 
Despite the overall progress, Asian poverty rates are notably higher and per capita
income well below white averages. Moreover, Asians are following whites in the trend
of rising low birth weight rates, representing some of the largest increases in both cities
and suburbs. While Asian tuberculosis rates fell substantially between 1996 and 2000,
they remain alarmingly high—15 times the rate of whites. 
Non-Hispanic White Populations: Moderate but Inconsistent Improvements
The 100 largest cities experienced double-digit declines, on average, in the proportion
of population that is white in all four regions, while lesser but consistent regional
declines occurred in the suburbs over the 1990s. During this time, average poverty rates
for white populations remained flat in the cities while declining in the suburbs, while per
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capita income increased substantially and similarly in cities and their suburbs. Maternal
and infant health indicators generally tracked in parallel for city and suburban whites,
and with the exception of low weight births rates, demonstrated modest improvements.
Metropolitan white tuberculosis rates were by far the lowest of all groups in both 1996
and 2000. 
Foreign-born Populations and Language 
Our report documents that the growth in foreign-born populations and in individuals
speaking languages at home other than English does not stop at city borders and is not
solely a coastal phenomenon. National birth rates also portend the increasing diversity
that will continue to occur in metropolitan areas. Nationally, the foreign-born popula-
tion is 11 percent of the U.S. population, but accounts for 21 percent of all births, with
the majority being Hispanic.37 For Hispanic immigrants, in particular, morbidity rates
have been found to increase on several key health markers the longer the duration of res-
idence and in subsequent generations.38 These trends and the significant foreign-born
population increases in both cities and suburbs—especially in the metropolitan areas of
the South and Midwest—combined with potential language and cultural barriers and
relatively lower incomes, have significant implications for health and social services.
Traditional institutions in these areas with expanding population diversity will need to
adapt to changing language needs and cultural norms, preferences, and requirements. 
Due to lack of data availability at the federal level, we were unable to describe foreign-
born populations by most of our key indicators. However, one measure—tuberculosis—
affirms a sizable and growing public health concern in metropolitan areas. Special
efforts may be needed to ensure that Asian, Hispanic, African, and other immigrants
who arrive with TB receive culturally appropriate screening, treatment, and monitoring
wherever they live—including in suburban areas with relatively limited public health
services. New research on the high incidence of TB in immigrants in low-incidence
areas suggests that more systematic screening of immigrants may be required beyond
the usual practice of screening solely on arrival.39 Columbus, OH, offers a telling exam-
ple of recent growth in foreign-born TB cases. In 1996 the Columbus metropolitan sta-
tistical area (MSA) had a total of 36 TB cases, of which 5 (14%) were in foreign-born
individuals. By 2000, 54 foreign-born cases were recorded, making up 64 percent of the
Columbus MSA total, which had more than doubled to 85 cases. 
Conclusions 
Many factors may have contributed to the gains in health status and health-related indi-
cators among diverse populations and, in some cases, a notable reduction in racial/eth-
nic disparities in city and suburban areas. The upturn in the economy during the late
1990s, in combination with demographic changes and improvements in health care, may
have resulted in some of the more promising shifts, with diverse populations in both
cities and suburbs benefiting. Such gains, however, may not be sustained in harder eco-
nomic times and with threatened or actual reductions in support for local public health,
prevention, and treatment programs. 
It is clear from this review that even in the best of economic times, longstanding dis-
parities were still extant. If improvements are to be sustained and disparities signifi-
cantly diminished, public and community health leaders need to recognize that growing
diversity in the cities and suburbs means that both areas require attention to these pop-
ulation changes. Suburban areas, and some cities, may be especially challenged given
that their health and social service providers may not be as accustomed to addressing the
needs of culturally diverse residents. Other cities will need to adjust existing programs
to accommodate growing numbers of people with specific language, cultural, and health
needs. Finally, given how similarly cities and suburbs track on many health and health-
related measures, our documentation suggests that both cities and suburbs may benefit
from metropolitan or regional coordination and collaboration in addressing their com-
mon concerns.
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Appendix: Methodology
Race/Ethnicity
We examine populations by race/ethnicity from 1990 to 2000, using the categories of
non-Hispanic white, non-Hispanic black, Hispanic, and non-Hispanic Asian. To make
race data from the 2000 census—which allowed respondents to choose more than one
race—comparable to 1990 data, we reallocated the multiracial responses into one of the
three major race groups (white, black, Asian) using a method recommended by the
Office of Management and Budget.40 This method of reassignment is based on data from
the National Health Interview Survey (NHIS). This survey allows respondents to choose
more than one race, but then asks them to choose a “main” race. The reallocation was
based on the percentages obtained from the 1997-98 NHIS.41 For example, 46.5 percent
of individuals who checked white and black on the 1997-98 NHIS chose black as their
main race. Thus we recoded 46.5 percent of those multirace responses as non-Hispanic
black. We only recoded the non-Hispanic multiracial responses. Therefore, all Hispanic
responses remained in the Hispanic category regardless of whether the respondent chose
more than one race. 
Foreign-Born Status 
The term foreign-born refers to all individuals who reported that they were not a citizen
of the United States at birth. It includes individuals of any age, regardless of citizenship
status. 
Language Spoken at Home 
The Census Bureau collects data on the language spoken at home for the population age
five and older. We focus on the categories of speaking any language other than English
at home and speaking Spanish at home. Those reporting that they speak a language other
than English were asked to report how well they speak English: “very well,” “well,” “not
well,” or “not at all.” The data reported are based on the respondent’s own perceptions
of his or her language ability or that of others in the home. 
Poverty and Per Capita Income
The Census Bureau’s official definition of poverty counts money income before taxes
and does not include capital gains and noncash benefits (such as public housing,
Medicaid, and food stamps). Poverty income thresholds are based on family size and
composition. Poverty is not determined for those in institutions, military quarters, col-
lege dormitories, or unrelated individuals under age 15. 
The 1990 census variables for poverty and per capita income by race do not use “non-
Hispanic” race categories, while the 2000 census variables include a non-Hispanic white
category. To make comparisons between 1990 and 2000 data by race/ethnicity, we used
the white race category for poverty and per capita income that does not exclude
Hispanics (who can be of any race) rather than the non-Hispanic white category. These
data also exclude respondents who chose more than one race. 
The census survey asks respondents to provide information about the income they
earned over the previous year. Therefore, the poverty and per capita income data pre-
sented from the 1990 and 2000 census surveys are reported as 1989 and 1999 statistics
respectively. 
Per capita income was obtained by dividing the total income for a particular group by
the total population for that group and rounding to the nearest dollar. We present 1989
per capita income that has been adjusted for inflation to 1999 dollars, based on con-
sumer price indices from the U.S. Department of Labor.
24
To obtain the per capita income for combined cities in the same MSA and for suburbs
we had to recalculate the per capita income for all racial/ethnic groups so that it reflect-
ed the income of all cities or counties in that city or suburb. The 2000 census gives data
for Asian and Pacific Islander per capita income separately, while in 1990 they were pre-
sented together. For suburban areas in 2000, Asian and Pacific Islander per capita
incomes were recalculated so that both groups are included. Only 10 cities in our study
had Asian populations in 2000 of which more than 7 percent were Pacific Islander. For
these cities, the per capita incomes were also recalculated so that the Asian per capita
income reflects both Asians and Pacific Islanders. 
Maternal/Infant Health Measures
We report on three maternal/infant health measures for all races combined and for four
categories of race/ethnicity: non-Hispanic white, non-Hispanic black, Hispanic, and
Asian. Data presented are for 1990 and 2000, provided by the National Center for
Health Statitics (NCHS) of the Centers for Disease Control and Prevention (CDC).
Child Trends extracted data on low birth weight, births to teens and early prenatal care
from the NCHS Natality Data Set for 1990 and 2000, which contains information on the
more than four million live births in the U.S. from each year.42 As with other data pre-
sented in this report, we calculated rates for the cities and for the MSA excluding the
city(ies) to create suburban rates, as described earlier.
For the data obtained from the NCHS Natality Data Set, 1990 city data were available
for cities with a population of 100,000 or more in 1980; 2000 city data were available
for cities with a population of 100,000 or more in 1990. Because of the population
restrictions, 1990 natality data are not available for Plano, TX, or Glendale and
Scottsdale, AZ, which are in the set of 100 largest cities in 2000; 2000 data are available
for all cities.43
For both 1990 and 2000 data, the Metropolitan Statistical Areas (MSAs) are those
defined by the U.S. Office of Management and Budget as of June 30, 1990. Thus 2000
natality measures are based on a different definition of the MSAs than the other vari-
ables. For these indicators, both 1990 and 2000 data reflect MSA definitions for 1990. 
Tabulations for low birth weight and early prenatal care rates exclude from the denom-
inator of total births cases for which information related to that outcome was missing.
For teen births, there are no “unknown/unstated” responses because if the mother’s age
or date of birth is not reported or not valid, age is imputed.
Tuberculosis
Tuberculosis (TB) data are available from the CDC for metropolitan areas by race and
foreign-born status for areas with a population of 500,000 or more. We calculated TB
rates by race and foreign-born status for both 1996 and 2000 using 2000 U.S. Census
population data for both years. Because the actual population of these areas in 1996 was
likely somewhat smaller than for 2000, the actual 1996 rates may be slightly understat-
ed and therefore the percent change from 1996 to 2000 may be slightly understated.
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TABLE 1
100 Largest Cities* in 82 Greater Metropolitan Areas, by Region
* Data for each of the 100 largest cities is available on the internet at www.downstate.edu/healthdata.
Source: U.S. Census Bureau.
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TABLE 2
Means for Total Population and Percent of Population by Race/Ethnicity for the 
100 Largest Cities and Their Suburbs, by Region, 1990-2000
* Use caution in interpretation of means and percent changes due to small N.
** For the suburbs, N=22 in the West and N=81 for total because for Anchorage, AK, the city and MSA boundaries are the same.
Source: Tabulations based on data from the U.S. Census Bureau, 1990, 2000.
TABLE 3
Means for Select Demographic Measures of the 
100 Largest Cities and Their Suburbs, by Region, 1990-2000
* Use caution in interpretation of means and percent changes due to small N.
** For the suburbs, N=22 in the West and N=81 for total because for Anchorage, AK, the city and MSA boundaries are the same.
Source: Tabulations based on data from the U.S. Census Bureau, 1990, 2000.
TABLE 4
Means for Poverty and Per Capita Income of the 
100 Largest Cities and Their Suburbs*, by Race/Ethnicity, 1989-1999
* For each racial/ethnic group, N=82 for cities, and 81 for suburbs because for Anchorage, AK, the city and MSA boundaries are the same.
Source: Tabulations based on data from the U.S. Census Bureau, 1990, 2000.
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TABLE 5
Means for Key Health Indicators of the 
100 Largest Cities and Their Suburbs, by Race/Ethnicity,1990-2000*
* Where there were fewer than 100 births in a given year for a racial/ethnic group, the rate was not tabulated and thus not
included in the mean for that group and year.
** Tuberculosis by race/ethnicity is available for metropolitan areas (MSAs) with populations of 500,000 or more. For the 
metropolitan foreign-born population, the 1996 TB rate was 24.5 per 100,000 population and the 2000 rate was 26 per
100,000. Between 1996 and 2000 the rate increased 6.2 percent.
Source: Natality tabulations based on data from the CDC, National Center for Health Statistics, 1990 and 2000.
Tuberculosis tabulations based on 1996 and 2000 data from the CDC, National Center for HIV, STD and TB Prevention, 
and 2000 population data from the U.S. Census Bureau.
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TABLE 6
Percent of Population that is Foreign-Born, Speaks a Language other than English at Home,
and Speaks Spanish in the Home, for the 100 Largest Cities and Their Suburbs, 2000* 
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* 1990 rates and percent changes are available on the internet at www.downstate.edu/healthdata.
** Suburbs refers to the MSA excluding the city(ies). Where more than one city is listed they belong to the same MSA. In these
cases, the city data were combined to create a single urban entity.
Source: Tabulations based on 2000 data from the U.S. Census Bureau.
Table 6 continued
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TABLE 7
1999 Poverty Rates by Race/Ethnicity for the 100 Largest Cities and Their Suburbs*
Table 7 continued
* 1989 rates and percent changes are available on the internet at www.downstate.edu/healthdata.
** Suburbs refers to the MSA excluding the city(ies). Where more than one city is listed, they belong to the same MSA. In these cases, the city data were combined to
create a single urban entity.
N/A: Not applicable; Anchorage city and MSA boundaries are the same.
Source: Tabulations based on 2000 data from the U.S. Census Bureau.32
33 TABLE 8
1999 Per Capita Income (PCI) by Race/Ethnicity for the 100 Largest Cities and Their Suburbs*
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Table 8 continued
* 1989 per capita incomes and percent changes are available on the internet at www.downstate.edu/healthdata.
** Suburbs refers to the MSA excluding the city(ies). Where more than one city is listed, they belong to the same MSA. In these cases, the city data were combined to
create a single urban entity.
N/A: Not applicable; Anchorage city and MSA boundaries are the same.
Source: Tabulations based on 2000 data from the U.S. Census Bureau.
35 TABLE 9
2000 Percent of Births of Low Birth Weight (<5.5 lbs.) by Race/Ethnicity for the 100 Largest Cities and Their Suburbs*
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Table 9 continued
* 1990 rates and percent changes are available on the internet at www.downstate.edu/healthdata.
** Suburbs refers to the MSA excluding the city(ies). Where more than one city is listed, they belong to the same MSA. In these cases, the city data were combined to
create a single urban entity.
N/A: Not applicable; Anchorage city and MSA boundaries are the same.
--- Where the number of births is less than 100, the rate is not reported. Use caution in interpreting rates with small numbers.
a For 1990, natality data were not available for Plano, which is one of the 100 largest cities and part of the Dallas MSA. To make comparisons, Dallas city and suburban
birth data and natality rates exclude Plano for both 1990 and 2000.
b For 1990, natality data were not available for Glendale or Scottsdale, which are two of the 100 largest cities and part of the Phoenix MSA. To make comparisons,
Phoenix city and suburban birth data and natality rates exclude these cities for both 1990 and 2000.
Source: Natality tabulations based on data from Centers for Disease Control and Prevention, National Center for Health Statistics, 1990 and 2000.
37 TABLE 10
2000 Percent of Births to Teens (<age 20) by Race/Ethnicity for the 100 Largest Cities and Their Suburbs*
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Table 10 continued
* 1990 rates and percent changes are available on the internet at www.downstate.edu/healthdata.
** Suburbs refers to the MSA excluding the city(ies). Where more than one city is listed, they belong to the same MSA. In these cases, the city data were combined to
create a single urban entity.
N/A: Not applicable; Anchorage city and MSA boundaries are the same.
--- Where the number of births is less than 100, the rate is not reported. Use caution in interpreting rates with small numbers.
a For 1990, natality data were not available for Plano, which is one of the 100 largest cities and part of the Dallas MSA. To make comparisons, Dallas city and suburban
birth data and natality rates exclude Plano for both 1990 and 2000.
b For 1990, natality data were not available for Glendale or Scottsdale, which are two of the 100 largest cities and part of the Phoenix MSA. To make comparisons,
Phoenix city and suburban birth data and natality rates exclude these cities for both 1990 and 2000.
Source: Natality tabulations based on data from Centers for Disease Control and Prevention, National Center for Health Statistics, 1990 and 2000.
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TABLE 11
2000 Percent of Births with Early Prenatal Care (1st Trimester) by Race/Ethnicity for the 100 Largest Cities and Their Suburbs*
40
Table 11 continued
* 1990 rates and percent changes are available on the internet at www.downstate.edu/healthdata.
** Suburbs refers to the MSA excluding the city(ies). Where more than one city is listed, they belong to the same MSA. In these cases, the city data were combined
to create a single urban entity.
N/A: Not applicable; Anchorage city and MSA boundaries are the same.
--- Where the number of births is less than 100, the rate is not reported. Use caution in interpreting rates with small numbers.
a For 1990, natality data were not available for Plano, which is one of the 100 largest cities and part of the Dallas MSA. To make comparisons, Dallas city and subur-
ban birth data and natality rates exclude Plano for both 1990 and 2000.
b For 1990, natality data were not available for Glendale or Scottsdale, which are two of the 100 largest cities and part of the Phoenix MSA. To make comparisons,
Phoenix city and suburban birth data and natality rates exclude these cities for both 1990 and 2000.
Source: Natality tabulations based on data from Centers for Disease Control and Prevention, National Center for Health Statistics, 1990 and 2000.
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TABLE 12
2000 Metropolitan Tuberculosis Rates per 100,000 population, by 
Race/Ethnicity and Foreign-Born Status*
42
* 1996 rates and percent changes are available on the internet at www.downstate.edu/healthdata.
** Tuberculosis by race/ethnicity is available for metropolitan areas (MSAs) with populations of 500,000 or more. Use caution in
interpreting rates for which the number of cases is small.
a Orange county is the name of the MSA for Santa Ana/Anaheim, CA.
---The CDC did not report data for this metropolitan area.
Source: Calculations based on 2000 data from the Centers for Disease Control, National Center for HIV, STD and TB
Prevention, and 2000 population data from the U.S. Census Bureau.
Table 12 continued
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